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AFTER THE WAR 


BY 
Sir HENRY BRACKENBURY, M.D., LL.D. 


There is no need to set out in detail what the public requires 
in its health services. It is sufficient to note that they 
should be complete in every respect, and that they should 
include the availability for every person, without serious diffi- 
culty, of every kind of medical help that he needs. 

Nomenclature is of importance. Health services and medical 
services are by no means identical. The character and method 
of provision of some of the former are not in every case the 
prime concern of the medical profession. Though it should be 
worth while for Departments of State, or State authorities, to 
consult the profession with regard to these, there is no obliga- 
tion on them to do so, and the profession should have no 
grievance if this is not done. With medical services it is 
otherwise. On these the profession has a right to be consulted 
through its organizations, and through them to take part in 
negotiations as to methods of provision and conditions of 
service, and, in the last resort, to refuse service if terms and 
conditions are not deemed to be satisfactory. Obligations of 
this character have been definitely undertaken or admitted by 
the Ministry of Health. In considering medical services it is 
highly desirable to confine the phrase “ State Medical Service ~ 
to a service of medical officers directly organized by the State 
mainly on a whole-time salaried basis, and to use the phrase 
“National Medical Service” for any other nation-wide pro- 
vision of medica! attention for the needs of the population 
under State auspices. The former would be similar or 
analogous to the Civil Service, or at least to the provision of 
elementary school teachers—though this analogy is not exact ; 
while a service on the lines of the present National Health 
Insurance Service might be included in the latter. 

In many discussions within the medical profession on health 
and medicai services the position and influence of local health 
authorities, particularly county councils and county borough 
councils, do not appear to have been realized or to have had 
sufficient importance attached to them. The official associations 
of such authorities are extremely powerful bodies, effectively 
representing a volume of informed and expert opinion worthy 
of no less respect and capable of exercising an even wider 
influence than that of the medical profession. Their constituent 
authorities have had statutory duties and powers conferred 
upon them, which they all value highly, which many of them 
use wisely and efficiently, and which they would be very loath 
to give up. Te consult with some of these associations of 
local authorities (including the Association of Education Com- 
mittees) on certain matters before final conclusions are arrived 
at or pronouncements made would seem wise and almost 
imperative. 

Though the present policy and previous decisions of the 
British Medical Association may well be reviewed, and though 
they are not unchangeable provided that constitutional pro- 
cedure be followed and conditions complied with, it yet appears 
desirable to direct attention to certain items of this policy, or 
pronouncements relative thereto, which have been deliberately 
arrived at, repeatedly endorsed. or unanimously approved, 


since it is unlikely that any serious departure from these would 
be generally acceptable. Such are: 


1. The measure of success which has attended the experi- 
ment of providing medical benefit under the National Health 
Insurance Acts system has been sufficient to justify the pro- 
fession in uniting to ensure the continuance and improve- 
ment of an insurance system. 

2. The reiterated opinion that the dependants of insured 
persons should be included in the National Health Insurance 
system and that this should be the first extension thereof. 

3. The recent unanimous resolution of a Conference of 
Representatives of Home Divisions: ‘“ That the family and 
the family doctor of the patient’s choice still constitute the 
primary essential unit in the health services of this country 
and that the Medical Planning Commission be invited to 
regard this as a fundamental principle.” 

4. The principles laid down in the revised pamphlet, A 
General Medical Service for the Nation. 


Regard being had to the foregoing matters, it becomes the 
business of the profession to consider whether, and, if so, in 
what way, medical practice and medical services should be 
altered, regulated, or established to make them more 
efficient and more cenvenient and to give the nation all 
that it requires from them. Thus both organization and ad- 
ministration have to be dealt with, and the question of medi- 
cal education inevitably arises. There are, however, certain 
general conditions which deserve preliminary notice as they 
may affect in important ways both private medical practice 
and medical services for several decades after the war as 
compared with a similar number of years before it. 


General Considerations 

Population will be appreciably and somewhat rapidly 
diminishing, and there will be a progressively increasing pro- 
portion of elderly persons among that population. Nothing 
can now prevent this during the next thirty or forty years, 
and unless effective measures can be taken during the earlier 
part of that period to increase the number of births and the 
size of families, similar results will ensue during the subsequent 
generation. It is estimated on a moderate computation that 
the total population of England and Wales will decline by 
3.540.000 by the year 1965, and the decline may well be even 
greater. This means that, assuming the present average 
“ doctor power ” to be satisfactory and to be maintained, some 
4,500 medical practitioners fewer than the number now on the 
Register will then be required. 

The raising of the income limit for non-manual workers 
from £250 to £420 per annum will add considerably to the 
number of persons included within the National Health Insur- 
ance scheme. If, as the medical profession asks, the dependants 
of insured persons are also included, some 80% to 85% of the 
entire population will be within that system. The proportion 
of the population not coming within this system will be rela- 
tively impoverished. No doubt this impoverishment will vary 
considerably between family and family and between group 
and group, and it is impossible accurately to estimate its extent. 
Already, however, even the small class of very wealthy persons 
are not allowed a disposable income of much over £3,000 a 
year, and there can be little doubt that in the inevitable redis- 
tributior of wealth the main benefit will fall to those whose 
incomes are within the insurance limit. (Other incomes of 
much over £1,000 are likely to be rare after taxation.) ane 
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The comprehensive overhaul of the social services promised 
for immediately after the war will be designed to make them 
more effective, more attractive, and more easily available, as. well 
as perhaps more extensive. It is likely that to an increasing 
degree larger sections of the population will be content to take 
advantage of them. 

There are certain important changes now under active con- 
templation by the Board of Education. Among these are: 
(1) the extension of the school medical service to all children 
of 2 years of age and upwards, leaving to the maternity and 
child welfare authority only those below that age; (2) the 
making it a duty (instead of merely a power) of local education 
authorities to provide or secure medical treatment for minor 
ailments, for defects of teeth, eyes, ears, nose, and throat, for 
rheumatism and its effects, for certain forms of chronic as 
distinct from acute illness, as well as orthopaedic treatment, 
treatment of maladjusted children, and such other forms of 
medical care as the central authority shall from time to 
time determine ; (3) the extension of the duty to provide ail 
these forms of treatment for children and young persons 
up to the age of 18 years receiving full-time instruction in 
any form of grant-aided school; (4) a large extension of 
residential school provision for handicapped, delicate, and 
convalescent children; (5) the provision of a midday meal 
for all children attending schools of every kind whether 
they are suffering from malnutrition or no. It will be 
seen that under these proposals, though local education 
authorities may “secure” these forms of medical treatment 
instead of * providing ” them, it may well be that, unless efforts 
are mace to induce authorities to give such treatment through 
general practitioners and private specialists, and unless such 
efforts, contrary to past experience, are successful, practitioners 
will lose contact with most children and young persons before 
their entry to the National Health Insurance system or even 
up to 18 years of age. 

It is clear that opportunities for purely private practice— 
whether general, consultant, or specialist—of a remunerative 
character are likely to be greatly curtailed, and that all classes 
of practitioner must be prepared to accept some measure of 
contractual practice under the supervision of the Ministry 
of Health. If this is frankly recognized the position need not 
be alarming. The traditions and interests of the medical pro- 
fession (which are fortunately not in the least incompatible 
with public interests) need not be sacrificed in any new or 
revised arrangements, but to maintain them the most careful 
thought and a good deal of tact and firmness will be required 
from those who represent the profession. 


Organization 


It is impossible here to do much more than mention some of 
the main points which arise in connexion with the organization 
and administration of medical services. For the sake of 
brevity, also, it is necessary to make certain assumptions or to 
have regard to certain strong probabilities. It may be taken 
as almost certain that the basis of any scheme for the provision 
of medical advice and treatment will continue to be the general 
practitioner or family doctor, and that, in so far as the State 
arranges this, it will do so on the general lines of the existing 
National Health Insurance scheme. This would be in accord- 
ance with the repeatedly expressed opinion of the medical pro- 
fession, would have a large volume of public opinion and 
other powerful interests behind it, and would appeal to poli- 
ticians as being the line of least resistance. 

It is necessary, however, to examine more closely what is 
involved in the phrase “on the general lines of the existing 
scheme.” It does not preclude the widest reconsiceration of 
the terms and conditions of service for practitioners: this, 
indeed, is already promised. It does not rule out more radical 
changes such as the securing of the same benefits for all those 
who make equal contributions ; the removal of all “ additional 
benefits ” which are of the nature of, or analogous to, “‘ medical 
benefit ” from the purview of approved societies ; the abolition of 
many or all of those sccieties or a modification of their charac- 
ter ; and alteration of the composition and functions of Insur- 
ance Committees or their reconstitution as direct statutory com- 
mittees of the local authority. All these are matters worthy of 
careful consideration. Further, the phrase is not intended to 


‘ 


prejudge the question of the method of financing the scheme, 
whether by compulsory contributions or otherwise. This is 
not really a matter for the medical profession at all, though as 
a large body of interested persons their opinion should be 
worth having. It is true that if no contributions are made by, 
or on behalf of, beneficiaries the scheme ceases to be one of 
“insurance”; but, if only on national economic grounds, it is 
unlikely that there will be any change of method at an early 
date and it is convenient to speak of those included in the 
scheme as “insured persons.” The phrase “on the general 
lines of the existing scheme ” does, however, in any case imply 
the continuance of at least four principles so far as the medical 
profession is concerned. These are: (1) the right of any and 
every registered practitioner to take part in the service if he so 
choose ; (2) the right of free choice between patient and doctor 
within reasonable territorial and numerical limits ; (3) the posi- 
tion of the practitioner as an independent unit in the service 
not subject in his purely professional judgments to any lay 
authority or to any medical superior officer ; (4) remuneration 
approximately proportional to the responsibility undertaken. 
It is worth while to enunciate these principles with some 
emphasis. 

Such a general practitioner service should be available for a 
wide clientele. If the contributory method be continued this 
might be: 


A. Compulsory Contributors——(1) Manual workers employed 
under a contract of service. (2) Non-manual workers so em- 
ployed with an income of not more, than £420 a year. (3) The 
dependants of all the foregoing persons. (4) All those for 
whom Public Assistance authorities are responsible, the 
authority making the appropriate contribution. 


B. Voluntary Contributors—(1) Those who, having been 
compulsory contributors for five years or more, cease to be such 
but choose to continue. (2) Persons not employed under a 
contract of service with an income of not more than £420 a 
year, with contribution at the compulsory rate. (3) Persons with 
an income in excess of this limit, at higher contribution rates in 
proportion to income. (4) Dependants of all the foregoing 
persons. 


Thus a large majority of the population would, in fact, be 
included, and the service would be available for all if they so 
chose. But the question arises here whether or not it is desir- 
able that the relatively small number of persons in Class B (3) 
above should be able to become voluntary contributors. 

Beyond some such general practitioner service there would 
be, as at present, a number of additional medical services. 
Such would be: (1) A maternity and infant welfare service for 
expectant mothers, women during and shortly after childbirth, 
and infants up to 2 years of age. (2) A school medical service 
for children and young persons attending school full-time. (3) 
A special diseases service, as for tuberculosis, venereal diseases. 
cancer, and, possibly, rheumatism. (4) An industrial medical 
service dealing with the conditions of those engaged in certain 
industries. (5) A consultant medical service. (6) A hospital 
medical service, comprising institutions for resident medical 
treatment of all kinds. 

In some sort, an ophthalmic service and a mental health 
service may be said to be in existence, and there is something 
to be said for these. Much eye work, however, is necessarily 
included in the school medical service, and it differs from other 
consultant and specialist servicé merely by the fact that Jit 
involves the supply of spectacles in a considerable number of 
cases. The demarcation between mental and other disease is 
not becoming clearer, and it seems on the whole undesirable 
to emphasize it. There arises therefore the question whether 
there should be separately organized ophthalmic and mental 
health services or whether they should be dealt with through 
the various services named above. 

The method used for the medical staffing of such additional 
services is of vital importance. Unless suitable methods are 
adopted there will be, or will tend to be, an overlapping or 
duplication of medical provision, a narrowing of the work and 
outlook of many medical officers and practitioners, and a great 
restriction of opportunity for medical advance and for the 
rendering of public service. It is essential: (1) that general * 
practitioners shall not only use, but have access to, the activi- 
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ues of all these services, and that all such work of the services 
as can properly be performed by general practitioners shall 
be so undertaken and distributed among them ; (2) that though 
most of the medical officers may be appointed on a whole-time, 
part-time, or sessional basis, the work should be as widely 
spread as possible among practitioners of consultant status, and 
junior consultants should have larger opportunities ; (3) that 
in regard to what may be called the domiciliary consultant 
service (at the patients’ homes or the consultants’ rooms) the 
first three principles enunciated above for the doctor in the 
general practitioner service should be closely followed here 
also; remuneration would be on a basis of item of service 
rendered. A very important professional matter is at once 
raised—namely, what are the most appropriate criteria of con- 
sultant status, and, without prejudice to the right of every 
registered practitioner to undertake any variety of practice, 
should the possession of an additional diploma be required of 
the holders of particular appointments? 


Administration 


The main administrative problems are those concerned with 
the size and functions of local authorities and the method 
of appointment and powers of the chief medical officers of 
those authorities. Local health authorities are now the coun- 
cils of county districts—that is, rural districts, urban districts, 
and non-county municipal boroughs—counties, and county 
boroughs. Most of the first category are concerned only with 
environmental health services, but the larger urban districts 
and municipal boroughs administer also their own maternity 
and infant welfare and school medical services. It is admitted 
that they perform their health functions with very varying 
degrees of efficiency, but though they have power to combine 
with adjoining authorities for various purposes they have, in 
fact, not been very ready to do so, and they have been even 
more loath to surrender any of their powers or duties to wider 
or superior authorities. This unwillingness must be recognized 
as a formidable difficulty in making more satisfactory arrange- 
ments. 

There are two directions, however, in which it is becoming 
admitted that some change should be made. It is generally 
agreed that there are a number of authorities which are too 
small or too poor in rateable capacity to perform any public 
health functions efficiently, except perhaps a few of those rela- 
ting to the most elementary environmental matters. In England 
most rural districts, a majority of urban districts and non- 
county boroughs, and several county boroughs and administra- 
tive counties come within this category. In Wales and in 
Scotland the proportion of such authorities is considerably 
larger. The difficulty is to find any criteria that would properly 
differentiate authorities which on such grounds must be in- 
efficient as units of health administration, and should, therefore. 
be deprived of all or most of their powers and duties in this 
field. Neither population, nor zateable value, nor the produce 
of a penny rate per person is in itself a suitable criterion. 
Moreover, on any border-line it will be found that there are 
smaller areas in which the administration is quite efficient 
and larger areas in which it is very much less so. If a formula, 
combining various factors, could be found in accordance with 
which such differentiation could reasonably be made, it would 
be highly desirable, and with a view to this the help of the 
various associations of local authorities should be sought. It 
may be, however, that no satisfactory formula can be dis- 
covered. In that case it would only remain to go through the 
whole list of authorities, to consider each on its merits, and to 
seek agreement as to which of them should be asked, or com- 
pelled, to surrender its functions. 

The other direction in which there is now some measure of 
agreement is that certain of the medical services require for 
their efficiency units of administration of a regional character 
wider than that of even counties and county boroughs and 
perhaps irrespective of these. It is by no means universally 
agreed, however, that such regions should be statutorily consti- 
tuted with their powers defined. There is an influential body 
of opinion among members of county councils and county 
borough councils which holds that co-operation between depart- 
ments of authorities and between councils, and voluntary com- 
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binations of authorities for particular purposes such as are at 
present permitted, would suffice. Probably it would be found 
insufficient, but the existence of the opinion constitutes a diffi- 
culty and has to be met. Apart from this it is not so much the 
establishment of a regional authority as the delimitation of. the 
regions that makes for trouble. 

Supposing, then, that the smallest and least efficient local 
authorities are eliminated as units of health administration and 
that some form of regional administration is established there 
remains the question whether there should be complete unifica- 
tion of administration of health, or at least of medical services, 
or a distribution of such administration between different classes 
of authorities ; and, if the latter, where the dividing lines should 
be drawn. 

The policy of the B.M.A. has hitherto been the complete 
unification of administration of all health services in areas of 
suitable size and character. There is much to be said in favour 
of this arrangement, but the emergence of the idea of the 
regionalization of some of those services compels reconsidera- 
tion of this policy. For if some services are to be regionalized 
unification would involve the administration of all services by 
the regional authorities, and this would mear depriving all 
county councils and county borough councils (to say nothing of 
the councils of large county districts) of all their health func- 
tions. Such a policy is almost, or quite, impossible of attain- 
ment. Its necessity cannot be demonstrated, and not only 
would it meet with the strongest and unanimous opposition from 
the authorities just named, but the segregation of one whole 


sphere of public administration from all the rest and the ~ 


placing of it in the hands of ad hoc bodies is contrary to the 
whole trend of recent public policy and. parliamentary action. 
Both education and Public Assistance have been merged with 
the other functions of local authorities and the separate ad hoc 
School Boards and Boards of Guardians abolished. The same 
considerations would be little less cogent if it were proposed to 
unify under regional administration all the medical services. 
leaving the environmental health services to the existing local 
authorities. 

There is, nevertheless, a growing recognition that, owing to 
their particular nature, and to promote their maximum useful- 


‘ness, certain medical services must be organized and adminis- 


tered as for areas larger than those of counties or county 
boroughs. This is essential as regards the hospital service, and 
would appear to be almost equally so for the special diseases 
service (venereal disease, tuberculosis, cancer), and perhaps for 
the industrial medical service. The consultant and specialist 
service should certainly go along with these. The personnel 
of this service is intimately associated with the hospitals, and its 
sphere of work and activity is never confined within relatively 
narrow bounds. 

On the other hand the school medical services and the 
maternity and infant welfare services have been efficiently ad- 
ministered by most of the larger authorities which have been 
charged with such administration. They should be closely 
associated with one another, and it does not seem feasible to 
separate the school medical service entirely from the purview 
of the local education authority. Further, the area of the 
county and county borough has not proved unsuitable for the 
local organization and supervision of the National Health 
Insurance scheme, though this may be largely due to its cen- 
tralized control by the Ministry of Health. It is highly desir- 
able. too, that a general practitioner service should be developed 
in close contact with the school and maternity and infant 
welfare services, and it is quite possible that its administration 
might become a little unwieldy if extended over wide areas. 
There would seem, then, to be some advantage in leaving the 
administration of these three services to counties and county 
boroughs. 

There is one special point with regard to certain school 
medical services. In the case of the great majority of local 
authorities (including London) the medical officer of health is 
also the school medical officer, though he may in many places 
have a departmental officer under him. There are, however. 
some half-dozen of the largest provincial county boroughs, and 
a very few smaller ones, in which the school medical service 
is entirely independent of the other medical services and the 
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school medical officer independent of the medical officer of 
health. This arrangement has always been objected to by the 
B.M.A., and seems, in itself, disadvantageous and even inde- 
fensible. Nevertheless it is defended, almost vehemently, for 
some reason (never logically expressed) by the education com- 
mittees of the areas in which it prevails. In any communica- 
tions or conference with the Association of Education Com- 
mittees it will be found to be a major question. It is worth 
consideration whether in these cases the school medical service 
should be left alone until it is seen to what extent the inclusion 
of the dependants of “insured persons” in a general prac- 
titioner service causes duplication or overlapping of medical 
provision. 

The other main problem of administration is the method 
of appointment and powers of the chief medical officer of a 
local authority, whether regional or otherwise. The situation 
has not hitherto been entirely satisfactory, and it is obvious 
that if regional authorities are set up for certain important 
medical services, and if reforms and extensions such as those 
now being considered are made in others, the status of such 
officers will be enhanced, their powers and duties will be en- 
larged, and the qualifications required for their proper perform- 
ance will be more exacting. The chief medical officer to any 
large authority should not be mainly occupied by, the details of 
sanitary administration or even with the professional minutiae 
of medical services. He should be in a position to receive 
frequent reports from his sanitary officials, from his subordinate 
colleagues conducting the services, and from the general prac- 
titioners and other medical practitioners of his area ; to advise 
upon and direct the major points of organization and adminis- 
tration ; and to consider such wider questions as diet in relation 
to public health and to take action in regard thereto. Many 
medical officers of health are not now fully fitted by calibre or 
experience for a position of such great responsibility as this. 
It is not always easy to secure candidates who will fulfil these 
requirements and who possess a personality which will com- 
mand the respect and confidence of the practitioners of the 
area in general. Unless all health and medical services (includ- 
ing environmental) are to be administratively unified under 
regional authorities, in which case all medical officers will be’ 
subordinates of the chief medical officer of the region, there 
arise the very important questions: Can improvements be made 
in the selection and appointment of medical officers of health? 
What is to be the relationship between the chief medical officer 
of a region and the other medical officers of health within his 
area? 

Medical Education 


It is not long since the General Medical Council brought 
into force its revised Rules and Regulations with regard to 
the education of undergraduate medical students, and some 
universities and medical schools have not yet implemented all 
of these. Yet the subject is of perennial interest and the last 
word on it is not likely to be said for some time. It is worth 
consideration whether not long after the end of the war a 
composite and representative body somewhat similar to the 
Medical Planning Commission might be set up: (1) to review 
the undergraduate medical curriculum, including its relation to 
school education beyond 16 years of age: (2) to promote and 
improve facilities for postgraduate medical education, both 
general and specialist ; and (3) to consider whether there can 
be such co-ordination with Canadian and American Universi- 
ties as will permit and encourage students in any one of the 
three countries to take part of the course in either of the others. 


Finally, it is suggested that what is required for the future 
of medical practice and medical services is readjustment and 
redirection rather than any revolutionary change. Neverthe- 
less in regard to such readjustment some alterations of a some- 
what drastic character will be needed. It is suggested, further. 
that these should be considered from a purely practical point 
of view in the light of existing circumstances and provision, 
established interests, and the opinion of local authorities, rather 
than from that of ideological conception or of any particular 
political or social theory. Above all, perhaps, it is important 
to promote public education in health matters and to urge 
local electors to place upon their councils and committees men 
and women who are deeply and intelligently interested in these 
matters and in the medical services which they are to administer. 


THE B.M.A. AT WORK 
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THE B.M.A. AT WORK 
WORKERS IN MINISTRY OF SUPPLY HOSTELS 


At no time in the history of England were so many people 
“away from home.” An industrial army has now been drafted 
to distant factories and has exchanged home life for life in 
billets or, to an increasing extent, in hostels. Many of these 
workers are women or youths new to industry or men who 
have been unemployed for a considerable time, and if war pro- 
duction is to be kept up with the necessary energy the medical 
care of these people, especially during the period of adjustment 
to new conditions, is of first national concern. 

The facilities for obtaining medical treatment under National 
Health Insurance by people accommodated in hostels attached 
to factories working directly under the Ministry of Supply have 
been considered by the British Medical Asseciation, and dis- 
cussions on the subject have taken place with representatives 
of Panel Committees in the areas. The result is embodied in 
a memorandum which has been sent to the committees con- 
cerned with the suggestion that they should get in touch with 
their Insurance Committees. No proposals on paper can cover 
every set of circumstances, but the memorandum sets out a 
scheme which should be usefully operated in most cases, and 
might well be extended, with suitable modifications, to many 
other hostels than those immediately in view. 


Collective Responsibility for Insured Residents 


The special arrangements apply only where the workers who 
have to be provided for are greater in number than can be dealt 
with by practitioners in the immediate neighbourhood through 
the ordinary routine of morning and evening surgeries. Many 
hostels, like the factories to which they are attached, have been 
set up at an inconvenient distance from the nearest doctors. 
In these circumstances arrangements will be made, by means of 
a roster, for attendance of local doctors at the hostel at hours 
convenient to the workers. The Panel Committee will arrange 
for one or more practitioners to attend at the hostel, and if 
more than one are in attendance there will be established a 
joint list of insured persons for whose medical treatment all the 
practitioners in attendance will accept collective responsibility. 
The effect will be that every insured person, shortly after arrival 


_ at the hostel, will be assigned to the list of the practitioner in 


attendance, or to the joint list of all the practitioners, without 
prejudice, of course, to his liberty to leave such list at will. 

For the remuneration of the practitioners a separate fund will 
be set up to which will be credited the proportion of the Practi- 
tioners’ Fund payable in respect of these residents, and the 
moneys will be distributed among the practitioners in attendance. 
Suitable adjustments will be made to meet the case of the practi- 
tioner who is required to dispense. 


Sick-bays in Hostels 


The sick-bay will be an important part of these Ministry of 
Supply hostels. In Army camps the sick-bay is far more in 
requisition than the hospital. The latter has a scattering of 
serious cases, but the sick-bay is filled with cases of brief and 
minor illness such as, in civil life, would be sent home for a 
day or two, with no thought of hospital. It will be the same, 
or more so, in the hostels, where the new factory population 
cannot be expected to compete in health with the highly selected 
Army. Under the new arrangements just described, if more 
than one practitioner is in attendance at the hostel, ore of the 
number will be nominated as medical superintendent with the 
duty of supervising the medical inspection of entrants to 
thé sick-bay, determining the type of case to be retained and 
the duration of stay, and maintaining a close liaison with the 
factory medical service and the local hospitals. For these and 
contingent duties as medical superintendent of the hostel the 
nominated practitioner will be paid by the Ministry of Supply 
at the rate of £150 a year. 

With industrial England undergoing these great social 


changes, which will take on a larger importance with the pro- 
longation of the war effort and the continual direction of new 
age groups into industry, the Association has rightly en- 
deavoured to ensure that proper arrangements are made from 
‘the first for the medical benefit to which these people are 
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statutorily entitled. Similar arrangements are being made at 
other hostels, and discussions are proceeding in relation to 
medical arrangements at certain civilian camps. 


Correspondence 


Medical Services: An Obstacle to Reform .- 


Sir,—I have read and re-read the interesting article on the 
future of general practice in the Supplement of January 3, and 
have searched in vain for any sign of recognition—and I cannot 
find even a hint—of the chief obstacle to a reformed general 
practice service. I refer to the excessive numbers of patients— 
potential and actual—for whose medical care the average indi- 
vidual general practitioner is responsible. Even under normal 
conditions of practice fifty to 100 patients or more a day may 
need attention, and during an epidemic many more. Jt is quite 
impossible for any practitioner to give adequate care to such 
numbers, and it is nothing less than a scandal that such con- 
ditions should be allowed. So long, however, as we have a 
Ministry of Health which considers that an insured person’s 
medical care can be provided for the sum of 2}d. a week a 
satisfactory standard of work cannot be forthcoming. The 
general practitioner’s duties are mainly and essentially clinical, 
and unless he has time and opportunity to examine his patients 
carefully and fully proposals for reform are of very small value. 
Drastic limitation in the number of patients for whom the indi- 
vidual doctor is responsible is the necessary condition of an 
improved general practitioner service. 

The corollary of such limitation is that there must be a 
large increase in the number of general practitioners, as Prof. 
A. V. Hill suggested in the House of Commons last session. 
This, of course, means greatly increased facilities for training 
undergraduates—that is, more laboratories and many more beds 
and clinics available in voluntary and municipal hospitals and 
much larger teaching staffs. Obviously it will take many years 
before these can be provided in adequate numbers, and I can 
see little hope of a fully efficient general practitioner service 
until another generation of medical men and women has been 
trained in large enough numbers to meet the needs—ever 
increasing with the growth of medical knowledge—of a popula- 
tion entitled to the best that modern medical care can provide. 
—TI am, etc., 

Manchester. 


ARNOLD GREGORY. 


Medical Services of H.M. Forces 
Appointments 


ARMY 
Colonel S. G. Walker, late R.A.M.C., retired pay, has reverted to 
the rank of Major, at his own request, whilst employed during the 
present emergency. 


REGULAR ARMY RESERVE OF OFFICERS 
Colonel H. L. Howell, O.B.E., M.C., late R.A.M.C., has ceased to 
belong to the Reserve of Officers on account of ill-health. 


Royat ArRMy MeEpIcaL Corps 
Captain J. E. Measham to be Brevet Major under the provisions 
of Article 168, Royal Warrant for Pay and Promotion, 1940. 


TERRITORIAL ARMY 


RoyaL Army MepIcaL Corps 
Major W. J. C. Watt, having attained the age limit, has relin- 
quished his commission, and has been granted the rank of Lieutenant- 
Colonel. (Substituted for the notification in a Supplement to the 
London Gazette dated June 3, 1941.) 


TERRITORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
MEDICAL Corps 
Lieut. J. W. Murdoch has relinquished his commission on account 
of ill-health. 


LAND FORCES: EMERGENCY COMMISSIONS 
RoyaL Army MeEpIcAL Corps 

War Substantive Captain M. G. Pearson has relinquished his 
commission on account of ill-health, and retains his rank. (Substi- 
tuted for the notification in the Supplement to the London Gazette 

e following have been granted Emergency Appointments as 
Medical Officers with the relative rank of N.S. 
Mason, Helena O’Hara, Amy MacD. Thoms, and Isobel M. Begbie. 


ROYAL AIR FORCE 
RESERVE OF AIR FORCE OFFICERS 


Squadron Leader L. M. Corbet to be Wing Commander 
(Temporary). 

Flight Lieutenants A. W. Callaghan, W. J. Fowler, W. G. S. 
Roberts, R. M. Outfin, D. W. I. Thomas, J. H. Preston, E. W. R. 
Fairley, S. G. Gordon, I. K. Mackenzie, D. S. McL. Macarthur, 
N. P. R. Clyde, J. G. Rountree, E. H. E. Cross, J. W. G. Weddle, 
T. J. M. Gregg, C. M. Carlyle-Gall, E. B. Harvey, R. F. Courtin, 
G. P. Jones, R. C. H. Tripp, W. J. L. Dean, T. A. Hunt, and V. D. 
Jones to be Squadron Leaders (Temporary). 


AUXILIARY AIR FORCE 


a Leader J. E. Howell to be Wing Commander (Tem- 
porary). 

Flight Lieuts. W. N. Montgomery, H. E. Soutter, J. E. G. 
McGibbon, and D. C. Buchanan to be Squadron Leaders 
(Temporary). 

Royat Air Force VOLUNTEER RESERVE 


Flight Lieuts. W. H. Peirce, D. S. Bateman, K. Fawssett, G. E. M. 
Turner, A. C. Lysaght, J. C. Macgown, H. Treissman, A. Nelson- 
Jones, and J. R. Armstrong to be Squadron Leaders (Temporary). 

To be Flight Lieutenants (Emergency): E. H. Allen, W. E. Gibb, 
E. W. Graham, R. G. Bickford, R. E. Rodgers, F. Braithwaite, 
P. A. Gardiner, C. A. Hardwick, D. A. Reid, G. L. Ashford, H. J. 
Goldring, and N. A. Scott. 

Flying Officers M. A. Margo, A. C. Fraser, G. E. P. Kelly, 
E. F. G. James, A. T. O. Speirs, E. S. Brawn, J. L. Hamilton, 
H. Cantor, J. E. Cawthorne, G. H. Grant, I. Mazure, I. C. B. Pearce, 
G. E. Badman, H. H. Barst, A. Goldberg, F. W. Taylor, A. Zinovieff, 
A. R. Lee, F. L. D. Young, B. S. Kent, P. J. O’Connor, L. H. 
Blakelock, J. K. T. Cherry, P. St.G. Robinson, A. M. Phillips, 
C. M. Fenn, D. S. Napier, N. J. W. Thompson, H. T. Hardy, 
J. H. D. Wetherell, J. A. Campbell, J. P. Forde, F. A. Forbes, J. B. 
Franklin, J. H. Browne, C. W. Petrie, W. J. Lynd, W. E. Coutts, 
F. W. Ford, D. G. Lloyd-Davies, C. A. Brockbank, D. Matheson, 
J. N. Pattinson, D. O. Bowes, J. H. Brewster, J. F. Bourdillon, 
D. W. Higson, B. L. N. Morgan, A. H. W. Babington, E. T. 
Downham, N. J. Pratt, E. Anthoay, W. H. Galloway, C. O. Greer, 
R. S. Holgate, D. M. Kelleher, F. D. MacCarthy, R. G. M. 
Wedderburn, C. S. Ashwell, L. Fridjohn, B. R. Isaacs, L. H. 
Lithman, R. L. P. Lyte, D. H. MacCormack, J. McGregor, C. D. 
Ross, J. R. Simpson, L. G. Tulloch, I. Young, G. D. S. Briggs, 
H. D. Elliott, J. W. K. Harper, T. H. Hughes, J. Whitehead, 
N. Livingstone, P. R. K. Bradbury, E. B. Davies, J. Phillips, 
M. P. J. Hickey, C. G. Nairn, K. R. H. Wardrop, D. A. Ferguson, 
W. Gordon, B. S. Grant, G. Beven, MacD. A. Charrett, C. H. Gibson, 
P. R. Latcham, L. Boyars, J. R. Belcher, W. R. K. M. Parry, 
H. Greenburgh, D. Leon, F. W. Belford, R. R. McSwiney, 
N. Stephen, D. Canning, H. H. Dickson, G. Ashford, D. E. Christie, 
J. H. Jacobs, D. L. Johnson, J. A. H. Smart, L. L. Whytehead, 
J. Rubie, C. M. Chambers, K. M. Willis, and A. F. Pearson to be 
Flight Lieutenants (War Substantive). 

Flying Officers P. S. Byrne and I. Pierce-Williams have resigned 
their commissions and retain their rank. 

Flying Officer R. Robins-Browne has relinquished his commission 
on appointment to the South African Medical Corps. 

To be Flying Officers (Emergency): W. McK. Bonnar, A. G. 
Forbes, A. H. Lankester, J. H. MacL. Munro, C. Phillips, C. M. 
Squire, J. D. Byrne, I. L. R. Evans, S. L. Jones, I. A. Macdonald, 
J. McA. McArthur, D. Perkins, M. R. J. Snelling, T. S. Wilson, 
T. J. Evans, J. A. Bailey, D. W. Bracey, R. Cunningham, D. S. 
Foster, A. F. Harbinson, A. D. McL. Douglas, N. S. Gordon, 
A. McM. Graham, D. Nixon, P. S. Norris, G. F. Panton, J. N.N. 
Robinson, E. Saphier,@R. A. Thatcher, A. J. F. Eberle, K. M. Hay, 
D. McD. Kenny, D, Laing, C. L. O. Macalister, G. Wilkinson, 
J. A. J. Wiseman, A. Manch, L. Ross, J. S. Barr, K. G. Bowker, 
L. Chalmers, G. G. France, R. M. Glass, R. O. M. Jones, J. A. 
Kennedy, G. H. Kilgow, H. B. Wilson, T. G. Barlow, W. G. 
Bridges, J. C. Day, ‘is R. Hindmarsh, W. L. Milligan, H. Stoll, 
C. S. N. Swan, J. D. Cambrook, M. J. Conlon, T. N. Gould, I. D. 
Gebbie, J. H. McCoy, A. N. Pickles, R. A. Smart, D. T. Thomas, 
H. W. Wheate, K. S. P. Blatchley, H. W. Bradford, J. Jones, J. K. 
Lotinga, G. J. F. Rees, G. M. Willey, S. Wetherell, and J. A. B 


Thomas. 
INDIAN MEDICAL SERVICE 


Major-General P. S. Mills, C.1.E., K.H.P., has retired. 

Colonels H. J. M. Cursetjee, D.S.O., K.H.S., and W. C. Paton, 
M.C., K.H.P., to be Major-Generals. 

Brevet Colonel A. M. Dick, C.B.E., V.H.S., has retired. 

Lieut.-Colonel J. P. Huban, O.B.E., to be Colonel. ; ‘ 

Majors C. R. Henderson, R. K. Misra, and F. E. B. Manning to be 
Lieutenant-Colonels. 

Captain W. H. G. Reed to be Major. 


EMERGENCY COMMISSIONS 


To be Lieutenants: W. G. Anderson, A. E. Stevens, J. D. Hardy, 
E. L. Lloyd, F. Lake, A. D. Iliff, L. J. Michael, R. H. Neeve, H. C. 
Duncan, H. W. T. Martin, G. D. Lehmann, H. Flack, J. H. Arthur, 
J. E. M. Melville, H. R. S. Harley, J. B. David. 


COLONIAL MEDICAL SERVICE 


The following appointments are announced: L. G. W. Urich, 
M.R.C.S., L.R.C.P., D.P.H., Medical Officer of Health, Grade A, 
Trinidad; C. Siung, M.B., Ch.B., Radiologist, Colonial Hospital, 
San Fernando, Trinidad. 
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B.M.A. : Meetings of Branches and Divisions 
LANCASHIRE AND CHESHIRE BRANCH: Bury DIVISION 


A mecting of the Bury Division, to which members of the Blackburn, 
Bolton, Manchester, and Rochdale Divisions had been invited, was 
held at Bury on October 19. Dr. J. RaTCcLiFFE, chairman of the Bury 
Divisicn, who presided, briefly outlined the discussions which his 
Division had had on the subject of the “ reorganization of 
medicine.”” There had, he said, been three—one on a State Medical 
Service, one on a State Medical Service from the general practi- 
uioner’s point of view, and a third on the reorganization of medicine 
particularly with regard to hospitals. 


When the meeting was thrown open for discussion Dr. JAMES 
LeEacH said that the first need was organization among the doctors 
themselves, with some sort of plan and good leadership. Many of 
their contests had failed because of weak advocacy. Dr. A. OWEN 
thought the fault was not with the leaders but with the rank and file, 
who had not supported them. The formation of a Medical Planning 
Commission was a wise step, but there should be more general 
practitioners on it. It was only through resolutions at meetings like 
the present that the views of the profession could be sent to the 
Commission. Dr. A. M. McMaster and two later speakers—Dr. 
J. AFFLECK and Dr. R. Crompron—thought that the question to be 
decided was, Were general practitioners in favour of a State Medical 
Service or were they in favour of continuing as at present? Dr. 
McMaster considered that as a first step in reorganization dependants 
should be brought into national health insurance now; but he was 
not satisfied with approved societies and with methods of collecting 
contributions. Dr. A. CAMPBELL thought that in any reorganization 
of general practice the first matter deserving attention should be 
(as in industry) the support of the person performing the work. 
The dependants of persons earning up to £400 should be included in 
N.H.I. and free choice of doctor should be retained. In the opinion 
of Dr. H. W. Bowyer it was first necessary to find out what was 
wrong with the present methods of practice, and he cited such 
matters as the waste and overlapping in several doctors visiting in 
one street, two or more surgeries in one street, and the doctor’s long 
hours, which gave him no time for study. Dr. F. M. Rose first 
welcomed the meeting; too often, he said, doctors criticized the 
B.M.A., but took no trouble to attend its meetings. Future progress 
would probably be better along the lines of N.H.I., but the methods 
of approved societies were out of date and should not have persisted 
so long. 


At this point Dr. S. A. WINSTANLEY, as a member of the Medical 
Planning Commission, described the working of the Commission 
and of its committees. At present, he said, the Commission was in 
favour of an extension of the N.H.I. system. Dr. D. H. D. Youna 
thought that a State Medical Service would attack’ the relation 
between patient and doctor and would mean the end of free choice. 
He favoured extension of the panel system. Dependants of 
those with incomes up to £250 should be brought into insurance, and 
there should be a pension scheme for doctors and agreement on a 
good capitation fee. Dr. J. S. B. Mackay, on the other hand, 
considered that a State Medical Service was the solution to present 
problems; he could not see how hospital, public health, and school 
medical services could be separated from general medicine. But 
unless general practitioners had their own schgme ready they would 
have one thrust upon them. Dr. L. KILroe pointed out that medicine 
was not a preserve of general practitioners. Reorganization was a 
matter for the whole profession, not for general practitioners only. 
In Rochdale they had achieved some co-operation between the 
public health services and the general practitioners. Dr. Kilroe also 
spoke of the apathy and lack of interest among doctors, which 
“extended to representatives at general meetings.” Dr. CAMPBELL, 
who had noted that there were five Divisions represented at the 
meeting but only a small part of the total number of doctors in the 
areas, proposed a resolution which, after amendment, was finally 
put to the vote in the following form and passed: ‘ That at this 
meeting of practitioners of Bury and adjacent Divisions it was sug- 
gested that a further meeting of the practitioners of the whole county 
be called to discuss the present and future organization of medicine, 
but as a preliminary the Divisional secretaries be asked to hold 
meetings in their Divisions for the same purpose, and that these 
meetings be not confined to members of the B.M.A.” 


Dr. Crompton did not think the meeting should close without 
some statement on the thatters at issue. He moved: “ That any 
future scheme of medical service should safeguard the following: 
(1) the right of any and every registered practitioner to take part in 
the service if he so choose; (2) the right of free choice between 
patient and doctor within reasonable territorial and numerical limits ; 
(3) the position of the practitioner as an independent unit in the 
service, not subject in his purely professional judgments to any lay 
authority or to any medical superior officer.” This was unanimously 
agreed to. 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces the following courses for 
M.R.C.P. candidates: (1) general medicine, at King Edward 
Memorial Hospital, 10 a.m., Saturdays, February 7 to 28; (2) 
neurology, West End Nerve Hospital, 3 p.m., Tuesdays and Fridays, 
March 3 to 27; (3) cardiology at Royal Chest Hospital, 3.30 p.m., 
Wednesdays, March 4 to 25. 


WEEKLY POSTGRADUATE DIARY 


BritisH PosTGRADUATE MepicaL SCHOOL, Ducane Road, W.—Daily, 
10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics and Operations, 
Obstetric and Gynaecological Clinics and Operations. Daily, 
1.30 p.m., Post-mortem Demonstration. Tues., 10 a.m., Paediatric 
Clinic, Dr. Lightwood ; 11 a.m., Gynaecological Clinic, Mr. Green- 
Armytage. Wed., 11.30 a.m., Clinico-pathological Conference 
(Medical). Thurs., 2 p.m., Dermatological Clinic, Dr. R. T. 
Brain. Fri., 12.15 p.m., Clinico-pathological Conference (Surgical) ; 
2 p.m., Clinico-pathological Conference (Gynaecological); 3 p.m., 
Sterility Clinic, Mr. Green-Armytage. 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE MEDICAL ASSOCIATION, 
1, Wimpole Street, W.—Royal Northern Hospital, Holloway Road, 
N: Wed., 9.45 a.m., F.R.C.S. Clinical Course. Colindale Hospital, 
The Hyde, Hendon, N.W.: Thurs., 3.30 p.m., F.R.C.S. Urology 
Course Royal National Orthopaedic Hospital, Stanmore: Sat. 
(Jan. 31), 2 p.m., F.R.C.S. Orthopaedic Course. 


EDINBURGH PosTGRADUATE LeEcTURES.—At Edinburgh Royal Infir- 
mary, Thurs., 4.30 p.m. Mr. J. M. Graham: The Surgery of the 
Hypopharynx - Pharyngeal Pouch; Post-cricoid Carcinoma. 


DIARY OF SOCIETIES AND LECTURES 


RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.C.—Wed., 2.30 p.m., Surgeon Commander E. R. P. Williams, 
Blast Effects in Warfare. Fri., 2.30 p.m., Mr. A. Sorsby, The 
Aetiology of Phlyctenular Ophthalmia. 


RoyaL SOcIETY OF MEDICINE 


Section of Odontology—Mon., 2 p.m. Paper by Mr. Rainsford 
Mowlem: Experiences with Various Methods of Skeletal Fixation 
in Fractures of the Jaws. 

Sections of Medicine and Surgery.—Tues., 2.30 p.m. Discussion: 
Methods of Resuscitation in Shock. Openers, Dr. R. T. Grant, 
Mr. R. Vaughan Hudson, Dr. J. McMichael, and Dr. M. D. 
Nosworthy. 


ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS.—At Manchester 
University Medical School, Sat. (Jan. 31), 2.30 p.m. Discussion : 
Some Current Problems in Industrial Skin Disease. Openers, 
Drs. P. B. Mumford, A. D. K. Peters, A. Thelwall Jones, and 
W. E. Chiesman. 


VACANCIES 


EXAMINING Factory SurGEON.—The appointment at Pitlochry 
(Perthshire) is vacant. Applications to the Chief Inspector of 
Factories, 28, Broadway, S.W.1, by February 3. 


APPOINTMENTS 
Brown, J. W. F., M.R.C.S., L.R.C.P., Assistant County Medical 
Officer of Health for Gloucestershire. 


Dun op, Jchn, M.B., Ch.B., F.R.C.S.Ed., Examining Factory Surgeon 
for the Abercarn District (Monmouthshire). 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements under this head is 10s. 6d. This amount 
should be forwarded with the notice, authenticated with the name and address 
of the sender, and should reach the Advertisement Manager not later than first 
post Monday morning to ensure insertion in the current issue. 


BIRTH 


LENNOx.—On January 1, 1942, at Lyndhurst, Caerphilly, Glam., to 
Mary (née Williams), M.B., B.Ch., D.P.H., wife of Captain 
C. K. B. Lennox, R.A.M.C., a daughter. 


MARRIAGE 


MarTIN—STEWART.—On Saturday, December 20, at the King’s 
Chapel of the Savoy, K. W. Martin, M.B., B.S.Lond., Surgeon 
Lieutenant, R.N.V.R., to Daphne Esplin Stewart of 21, Church 
Row, Hampstead, N.W.3. 

DEATH 


Davies.—On January 15, suddenly, at The White House, Tenbury 
Wells, Evan Davies, M.B., Ch.B., D.P.H., the dear husband of 
Pauline (née Hodge), only surviving son of the late Mr. and Mrs. 
Hugh Rolland Davies of Birmingham. Funeral at Little Aston 
Church, Staffs, Monday, January 19. 
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